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I. INTRODUCTION 



1. At their meeting on 8th December, 1959, the Standing Medical Advisory 
Committee agreed to set up a Sub-Committee to make a special study of the 
problem of the accident services. The terms of reference were: “To consider 
the organisation of hospital casualty and accident services and to make recom- 
mendations regarding their future development.” The Chairman was Sir Harry 
Platt and five other members of the Standing Medical Advisory Committee, 
Mr. Hedley Atkins (later Professor Hedley Atkins), Dr. S. Whately Davidson, 
Dr. E. J. Rees, Dr. A. Talbot Rogers and Professor R. E. Tunbridge, served 
on the Sub-Committee. The following additional members were co-opted: 
Dr. J. O. F. Davies, Mr. F. W. Holdsworth, Sir Geoffrey Jefferson, Mr. Rains- 
ford Mowlem, Mr. G. A. Phalp, Mr. J. C. Scott, Miss D. Stringfellow. 

2. Two members, Dr. Rees and Sir Geoffrey Jefferson, died during the 
course of our deliberations and Dr. J. O. F. Davies resigned on secondment to 
the Ministry of Health, though he continued to attend meetings as a representa- 
tive of the Ministry. Two new members, Mr. D. W. C. Northfield and Dr. F. N. 
Marshall, were co-opted to replace those lost to the Sub-Committee. One of our 
members, Mr. Rainsford Mowlem, does not wholly subscribe to our report. 

3. The members of the Sub-Committee would like to express their apprecia- 
tion of the invaluable assistance given to them throughout by members of the 
Department. They would like first of all to thank Mr. S. H. Findlay, who became 
Secretary of the Sub-Committee after Mr. C. R. O. Jones in June, 1960; Mr. 
Findlay has carried a heavy burden with zest and cheerfulness. The work of 
Mr. K. M. Francis and his staff in the analysis of the Casualty Survey and other 
statistical documents is a notable feature of the Report. And finally, in the 
sifting and correlation of the considerable amount of documentary material, 
the Sub-Committee has enjoyed the wise counsel of Dr. J. O. F. Davies and 
Dr. J. L. McLetchie. 

4. It will be seen that the phrase “Accident and Emergency Services” is 
used in the title of this report, though it differs from that in our terms of refer- 
ence. The reasons for this change are given in paragraphs 58 — 62 below. Where 
the word “Casualty” is used in this report, it is merely a convenient description 
of the present service and does not imply acceptance of it as a description of 
what the service ought to be. 

5. Our first meeting was held on 20th April, 1960, and we have met nineteen 
times in all. A list of the bodies and individuals who submitted written evidence 
to us will be found in Appendix 1 . 

6. The following are our most important recommendations: — 

(i) The name “Casualty Service” should be altered to “Accident and 
Emergency Service.” 

(ii) The medical staffing of major accident and emergency units should 
be increased to allow each unit to have three consultant surgeons, 
each devoting a substantial part of his time to this work, supported 
by adequate numbers of intermediate and junior medical staff. 
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(iii) The number of accident and emergency units should be gieally 

reduced, so that each can be adequately stafed at all A unit 

should not normally serve a population of less than 1 50,000. 

(iv) Many existing units are in quite unsuitable accommodation and 
much building will be required if even the reduced number of units 
are to be satisfactory. 



(v) Accident beds should be provided at the rate of 30 to 35 pci 
100,000 population and supported by an adequate number ot 
associated geriatric beds. 

(vi) Responsibility for seeing that proper clinical records' are kept 
should rest upon the consultant in administrative charge ot the 
unit. 



7. It is generally agreed that there is a pressing need in the hospital service 
of Emrland and Wales to review, reorganise and extend the service to deal 
. adequately with all types of injury, and that this problem must be viewed as a 
separate issue from that of ensuring facilities for patients with trivial ailments 
who for one reason or another use the hospital services. 



8 Some of the organisational problems inherent in the provision of such a 
service have been recognised for a long time. The development of principles 
of segregation, continuity of treatment and unity of control, first applied to 
fractures but later extended to a wider range of injuries of the locomotor system, 
led to the establishment between the two World Wars of orthopaedic and accident 
units in many teaching and non-teaching hospitals. During the past twelve 
. : years— tiic period of expansion of the consultant services of the National Health 
Service — attempts have been made to establish services of this kind to cover 
some of the smaller population areas outside the main towns. 

9. Some measure of the consequences to the community of the toll of acci- 
dents may be seen in the statistics of fatal accidents. In 1960 there were 23,120 
deaths from accidents, poisonings and other violence recorded in England and 
Wales, of which nearly a third were due to road accidents and almost the same 
. number to accidents in the home. These deaths comprise about 4 per cent of 
deaths from all causes, the proportion being higher for males (5 per cent) than 
for females (3-6 per cent). Deaths by violence occur among people of all ages 
and are not concentrated among the elderly as are deaths from natural causes. 
It may be estimated that one-eighth of the total loss of working life to the 
community among males, as measured by death before attaining the age of 65, 
is due to death by violence. No information is available by whicli to measure 
the possibly much greater loss due to serious incapacity resulting from non-latiil 
accidents. 

10. One of the most important new factors contributing to the need for a 
country-wide accident and emergency service to deal with the seriously injured 
seven days a week and twenty-four hours a day is the spectacular increase over 
recent years in numbers of road accidents. Not only is the pattern of injuries 
■ sustained in such accidents one of great severity and multiiMicity, but the 
accidents occur at all times of the day and night and are widely dispersed 
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geographically. In Great Britain in 1960, 84,44.3 persons were injured in road 
accidents seriously enough to require attention in hospital. A liigh proportion, 
of fatal road accidents are among young adults, particularly males, and a 
considerable loss to the community of working life is involved. We welcome the 
efforts being made to prevent road accidents and recommend that hospitals 
should do all they can to co-operate in the researches being carried out into the 
best methods of prevention, for example those conducted by the Road Research 
Board of the Department of Scientific and Industrial Research into the problem 
of chest injuries. 

1 1 . Accidents in the home are also very numerous and may well be on the 
increase, in part on account of the increasing numbers of elderly people in the 
population. Home accidents resulted in 7,032 deaths in England and Wales in 
1960. Nearly two-thirds of them were from falls, three-quarters of the victims 
being aged 65 or over. Accidents occurring in the home make as great demands 
on hospital resources as do road accidents. Many of the home accidents are to 
elderly patients whose stay in hospitals tends to be long. 

12. Factory, coal-mining and other industrial accidents also cause a large 
number of injuries, though many of them are not serious. The number needing 
hospital treatment is not known, but in respect of all industrial accidents the 
Ministry of Pensions and National Insurance recorded some 61,000 spells of 
certified incapacity for fracture cases and 19,000 for head injuries other than 
fractures in Great Britain in twelve months during 1958-9. 

13. In the hospital service seriously injured persons are usually first received 
in “casualty” departments, where at present persons with minor injuries who 
seek hospital treatment are also seen as well as a considerable number of 
patients with medical or surgical conditions which are not the result of accidents. 
Some five million new patients are at present being seen annually in hospital 
“casualty” departments, the numbers having increased by 24 per cent between 
1953 and I960. We estimate (from a special survey mentioned in Chapter 3) 
that some 60 per cent of these attendances are the result of injuries, though 
of these fewer than one in ten leads to admission to hospital. 



14. In the following chapter we set out the views of the expert bodies whose 
evidence we invited, and some who have reported independently on the subject, 
on the shortcomings of the present accident services. In Chapter 3 we discuss in 
detail factual evidence of the services given in existing “casualty” departments 
and of the types of accident for which in-patient provision is made, and we 
draw attention to the case-loads at present being handled. We believe that in 
this chapter sufficient evidence is presented to indicate the pattern of the accident 
cases which reach the hospitals as it exists at present. Chapter 4 discusses the 
function of an accident and emergency department of a general hospital and 
the circumstances which have led many such hospitals to deal with large numbers 
of “casual” patients with minor ailments apart from the serious accident cases. 
We go on to give our main recommendations for an organisation in which 
serious cases would be dealt with in special accident centres in a number (much 
smaller than at present) of hospitals specially equipped and staffed to deal with. 
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them, and minor accident cases would be dealt with separately by general 
practitioners either in their own group practices, or on a rota at a cottage 
hospital, or on the staff of a larger hospital under consultant supervision. 
Chapter 5 discusses the staffing of the special accident departments and the 
need for consultant supervision. Chapter 6 describes the type of ambulance 
service required to support the hospital accident and emergency services, and 
the need for co-operation between these two parts of the organisation. Statistical 
data supporting the points made in the body of the report will be found in the 
Appendices. 

II MAIN POINTS OF EVIDENCE RECEIVED AND 
RELEVANT REPORTS 

15. In a leading article on the Accident Services on 14th July, 1961, the 
Times said “On the general outlines of what is wanted there is now a wide 
measure of agreement.” This article referred primarily to .three reports— the 
Memorandum on Accident Services published in 1959 by the British Orthopaedic 
Association, “Casualty Services and their Setting: a Study in Medical Care” 
published in 1960 by the Nuffield Provincial Hospitals Trust and the Interim 
Report of the Review Committee on the Accident Services of Great Britain and 
Ireland, published in 1961 under the auspices of the British Medical Association 
and representing the views of seventeen medical organisations concerned with 
the problem. The written evidence submitted to us by the bodies listed in 
Appendix I in turn broadly agreed with the recommendations of these reports, 
and the following paragraphs summarise the main points of this remarkable, and 
welcome, consensus of opinion. 

INADEQUACY OF PRESENT ACCIDENT SERVICES 

16. There was general agreement that the present services were not adequate 
to deal with the continually increasing numbers of serious accidents. The 
British Orthopaedic Association was convinced that the accident services of 
Great Britain are seriously inadequate by reason of four things: failures of 
organisation, failures of staffing, failures of accommodation and failures of 
surgical training. The Accident Services Review Committee again gave four 
main criticisms : 

1 . Absence of regional organisation and co-ordination. 

2. Too many small departments struggling to provide a casualty 

service. 

3. Inadequate reception and waiting accommodation; lack of minor 

operating rooms and access to special departments. 

4. Shortage of sufficiently experienced medical, nursing and auxiliary 

staff. 

The Nuffield Report gave examples of these shortcomings at individual 
hospitals. The Association of Hospital Management Committees in their evi- 
dence confirmed that this dissatisfaction was widespread; only 25 per cent of 140 
Management Committees replying to a Questionnaire on the subject expressed 
satisfaction with the existing arrangements, though they noted that in most 
Regions schemes for improvements were either in progress or contemplated. 
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USE OF CASUALTY SERVICES 

17. It was widely agreed that one reason for inadequate treatment of injuries 
was the crowding of many departments with patients who could have been 
treated by general practitioners. The College of General Practitioners went so 
far as to say “Three-quarters of the casualties who for one reason or another 
go direct to hospital could well be oared for by their family doctors — ^they are 
really general-practitioner patients in the wrong place and they should be 
encouraged to go to their own family doctor first wherever possible.” To make 
this easier, they recommended that general practitioners in group practices 
should arrange a rota so that one is always ready to answer emergency calls. 
The Royal College of Nursing suggested that “casualty” departments were 
sometimes used as a short cut to hospital treatment where there was a long 
waiting time for out-patient appointments, and the Executive Councils Associa- 
tion mentioned similar abuse as a short cut to admission. 

NEED FOR REGIONAL ORGANISATION 

18. The British Orthopaedic Association said that the Government should 
authorise each Regional Hospital Boad, in conjunction with Boards of Governors 
of teaching hospitals, to set up forthwith at least one comprehensive accident 
service within its area. The Nuffield Report emphasised the need for detailed 
surveys of the needs of each area, and said that in order to design an accident 
service even at regional level it would be necessary to produce facts which were 
at present not obviously available, about the extent, nature and weight of de- 
mand. There was, the Report concluded, a real and urgent need for the Regional 
Hospital Boards in association with teaching hospitals to initiate survey parties 
consisting of clinicians and those trained in social medicine techniques, to 
carry out operational studies of area arrangements. 

SMALL HOSPITALS 

1 9. There was widespread agreement with the Review Committee’s view that 
too many small departments were struggling to provide an accident service. 
All major injuries should be taken direct to a hospital providing a full accident 
service, and even minor injuries should go only to selected small hospitals with 
either resident medical staff or an effective rota of general practitioners able 
to attend at short notice. 

SIZE AND NUMBER OF ACCIDENT UNITS 

20. The evidence and reports agreed that an accident unit must be capable of 
dealing with major injuries at any time of the day or night, and this requirement 
imposed a lower limit on the size of hospital and population required to support 
one. The British Orthopaedic Association did not give a lower limit of popula- 
tion, but put the average requirement at 150 to 250 accident beds per iin. The 
Nuffield Report said that the catchment area should if possible have a popula- 
tion of 300,000. The Review Committee recommended a ratio of 25 accident 
beds per 100,000 population and said that an ordinary accident unit should have 
not less than 25 or more than 100 beds, excluding beds for neuro-surgery, 
plastic surgery and thoracic surgery. 

CENTRAL ACCIDENT UNITS 

21. Many bodies said that there should be a third tier in the organisation, 
above the small hospital and the accident unit proper — a central unit which 
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would provide special services such as neuro-surgery and plastic and thoracic 
surgery which might not be found at the ordinary accident unit. The Review 
Committee put the requirements for accidents at about ten beds for neuro- 
surgery, five for plastic and five for thoracic surgery per !m. population, and 
recommended that the central unit should serve a population of about 1 Jm. 
Some of the bodies advocating these central accident units thought that they 
should co-ordinate the work of the ordinary units in their areas. 

SPECIAL ACCIDENT HOSPITALS 

22. It was generally agreed that special accident hospitals were not desirable; 
an accident unit should be provided as a department of a general hospital. The 
Review Committee considered the possible merits of an “Accident Hospital”, 
but was unanimously of the opinion that all accident units of whatever size 
should be closely associated with general hospitals and preferably should be 
an integral part of them. The Association of Hospital Management Committees 
came close to similar unanimity; among the Management Committees replying 
to the Questionnaire opinion was overwhelmingly against the provision of 
accident units as separate hospitals, and in favour of special centres related to 
general hospitals or accident departments of general hospitals. 

MEDICAL STAFFING 

23. The nominal nature of consultant supervision in many departments was 
criticised, and it was agreed that a consultant surgeon must be available, in fact 
and not only in theory, at all times at every unit dealing with major injuries. 
Another serious problem was the difficulty of obtaining good quality resident 
medical staff for “casualty” work, especially in hospitals in unpopular districts 
away from the main centres. Remedies suggested included greater emphasis on 
the treatment of trauma in the training of surgeons and the employment of 
general practitioners on a sessional basis in “casualty” departments. The 
possible effect of this on the crowding of “casualty” departments with patients 
who do not really need hospital treatment was pointed out by the Executive 
Councils Association, who suggested that an experienced senior general prac- 
titioner “on the door” of a “casualty” department for the purpose of “screening” 
cases might have excellent results. 

NON-MEDICAL STAFFING 

24. The Royal College of Nursing and other bodies emphasised that an 
accident unit must have a 7-day 24-hour service not only of medical and nursing 
staff but of other staff, e.g. radiographic, clerical, domestic and pottering. 
Emphasis was laid on the need to relieve medical and nursing staff of the numer- 
ous tasks not requiring their special skills which had to be performed in connec- 
tion with accidents. 

AMBULANCE SERVICES 

25. Many bodies, including those particularly connected with the ambulance 
services — the County Councils Association, Association of Municipal Corpora- 
tions, Society of Medical Officers of Health, National Association of Ambulance 
Officers and Institute of Certified Ambulance Personnel — ^stressed the importance 
of co-operation between the ambulance and hospital authorities. Ambulance 
crews must know which hospitals in each area had been designated to receive 
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major injuries, and must be trained, again in co-operation with the hospital 
authority, in modern methods of handling seriously injured patients. Hospitals 
should ensure a rapid turn-round of ambulances bringing accident cases to 
them. 

INDUSTRIAL MEDICAL SERVICES 

26. The Association of Industrial Medical Officers drew attention to the 
important part played by medical services in industry, not only in giving 
immediate treatment to those injured at work, but in advising on the prevention 
of accidents and the provision of rehabilitation and alternative employment for 
the injured. The College of General Practitioners favoured an increasing use 
of general practitioners part-time in the industrial medical services. 

Ill THE WORK OF THE EXISTING CASUALTY SERVICES 

27. In this chapter we indicate, from the figures available, the general 
increase in the work done in hospital “casualty” departments in recent years; 
we discuss in detail the results obtained from a special survey conducted at our 
request to show the kind of work at present done in “casualty” departments ; 
and we also discuss information derived from the General Register Office 
annual in-patient enquiry, which shows the numbers of accident oases of all 
kinds which receive in-patient treatment. 

THE GENERAL UPWARD TREND 

28. Total attendances at “casualty” departments increased by 22 per cent 
between 1949 and 1960, as compared with a 12 per cent increase for out-patient 
departments. In the case of “casualty” departments this increase was concen- 
trated in the earlier part of the period, but this was not so for out-patient 
departments. 

The statistics did not distinguish new patients seen in “casualty” depart- 
ments (i.e. those making their first appearance with a given condition) until 
195.3. In the period 1953-1960 new patients in “casualty” departments increased 
by 24 per cent, though this must not be taken as a measure of work done in 
these departments because total attendances only increased by 7 per cent, a 
figure no higher than for out-patient departments. The increase in numbers of 
new patients was, however, much greater for “casualty” departments than for 
out-patient departments. 

THE KIND OF WORK DONE IN “CASUALTY” DEPARTMENTS 

29. The special survey, which covers the work done in the “casualty” depart- 
ments of hospitals in England and Wales in the week 24th to 3 1 st October, 1 960, 
provides data for a statistical appreciation of the present position. It covers 789 
hospitals reported as having “casualty” departments in which at least one new 
patient was seen in the survey week. Altogether 104,660 new patients were 
seen, and in total there were 228,950 attendances of new and old patients. An 
account of the form and scope of the enquiry, together with detailed tables, is 
given in Appendix 2. The following paragraphs draw attention to aspects of the 
work of “casualty” departments with which the Committee is particularly 
concerned. 
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30. We examined the evidence of the survey to see how the services of the 
“casualty” department came to be invoked, before going on to study the type of 
condition for which patients attended the department, the grades of medical 
stalf who saw them at their first attendance and the form of subsequent treat- 
ment prescribed for them (e.g. whether this was to be given in the “casualty” or 
another department of a hospital or by a general practitioner). As a preliminary 
step an examination of the evidence collected was carried out to ascertain the 
proportion of new patients who attended with letters from their general prac- 
titioners, the proportion of accident cases brought in by ambulance or other 
transport and the proportion who attended of their own volition. It was evident 
that the number of hospitals which operate an open-door policy is large, since 
50 per cent of all new patients arrived of their own volition. The proportion 
attending with letters from a general practitioner was 25 per cent, while 18 
per cent were accident cases brought in by ambulance or other transport. 
These proportions broadly reflect a general pattern, but there are some notable 
exceptions : for example, in Wales 46 per cent of new patients were referred to 
“casualty” departments by general practitioners; in the central areas of some 
large towns, particularly London, the proportions attending of their own volition 
were exceptionally high ; in the Sheffield, Manchester and Wessex regions the 
proportion of accident cases brought in by ambulance or other transport was 
high (23 per cent) and in the East Anglian region this proportion was low 
(12 per cent). 

31. The fact that patients attended a “casualty” department of their own 
volition does not necessarily mean that the conditions which brought them there 
were trivial. Most of the patients who attended of their own volition received 
further medical attention of some kind: 61 per cent were asked to attend again 
at the “casualty” department or to go to an out-patient department, 10 per 
cent were referred to a general practitioner and 2 per cent were prescribed 
in-patient treatment. Fewer than a quarter of them were dismissed after their 
first attendance and it is likely that most of these were given some form of treat- 
ment before departing. 

32. The need for free access of patients to “casualty” departments depends 
in part on the extent to which alternative general practitioner facilities are 
readily available. Many patients attending a “casualty” department of their 
own volition are people who feel in need of medical attention and can get to 
hospital without an ambulance, and who do not wait to see their general 
practitioner first. Some indication of the reasons for this is afforded by the 
survey evidence of the age and sex structure of the patients attending “casualty” 
departments. Two thirds of all new patients were males, an exceptionally high 
proportion of them were in the 15 — 29 age group, and within this group the 
proportion referred by a general practitioner was relatively low. Such patients, 
many of whom will be working at a distance from their homes and have accidents 
when away from home, no doubt find a hospital “casualty” department a 
great convenience. The fact that the proportion of all new patients attending 
of their own volition was higher in the central areas of large towns also supports 
this view. On the other hand elderly people attend a hospital “casualty” depart- 
ment without a reference from their doctor relatively infrequently because they 
are more likely to have accidents at home and can expect their general prac- 
titioner to visit them there. 
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33. The diagnostic material provided by the survey shows in some detail 
what kind of patients are at present seen in hospital “casualty” departments, and 
also enables a broad distinction to be drawn between injured patients whose 
conditions are the result of accidents and those requiring treatment for medical 
or surgical conditions arising otherwise. Some distinction between serious and 
trivial cases can be drawn on the basis of the way the patient arrived in the 
“casualty” department — whether, for example, by ambulance, or of his own 
volition — or on the basis of his further treatment — ^for example whether he 
should attend the “casualty” department again or whether he should be taken 
in as an in-patient. 

34. Of all new patients seen in the survey week 63,000 (61 per cent) were 
injury cases, such cases being defined as those in one of the seven diagnostic 
classes of multiple injuries, bruise, sprain, fracture, dislocation, wound and burn. 
Patients with sepsis accounted for 6 per cent and those with foreign bodies in 
the eye, ear, etc. for 11 per cent. Of the remaining patients 17 per cent were 
reported as in one of the diagnostic classes “other surgical” or “other medical”. 
These proportions appear to be fairly uniform throughout the country: figures 
for the proportion of injuries of 74 per cent for the Manchester town area, 71 
per cent for the Birmingham town area and 52 per cent for Greater London 
were among the few marked variations which were observed. 

35. The following table gives the detailed diagnostic distribution of new 
patients with injuries as defined above. 



TABLE 1 

Number of new patients and percentage distribution ; 
Classified according to injury diagnostic class 





New F 


atients 




Number 


Per cent 


All new patients; Total 


104,660 


100 


New patients with injuries; Total 


63,458 


61 


Multiple injuries 


1,788 


2 


Bruise 


10,600 


to 


Sprain 


11,726 


11 


Fracture 


10,961 


11 


Dislocation 


900 


1 


Wound 


24,878 


24 


Bum 


2,605 


2 



36. There were some interesting differences between these classes of patient, 
in the ways in which they came to seek treatment and in the kinds of treatment 
prescribed. 74 per cent of the patients with multiple injuries reached the 
“casualty” department, on their first attendance, by ambulance or other trans- 
port, and nearly half (49 per cent) of them were prescribed in-patient treatment 
or were referred to another hospital. These patients with multiple injuries were 
clearly the most serious type of case, but they were not very numerous, account- 
ing for only 2 per cent of all new patients. 30 per cent of the patients with 
fractures reached hospital by ambulance or other transport, 19 per cent were 
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prescribed in-patient treatment or were referred to another hospital and, as 
was to be expected, almost all needed further hospital treatment of some kind. 
For each of the other types of injury identified in the survey classification, 
except sprains, the proportion of patients arriving by ambulance or other 
transport was high. Among patients classified as having bruises or wounds 
more than a fifth were dismissed as requiring no further treatment and most of 
the rest were advised to return for further treatment either to the “casualty” 
or to an out-patient department. It is possible that in the case of many bruises, 
wounds and sprains the function of the hospital “casualty” department is 
mainly one of diagnosis, many patients being discharged after X-ray. 



37. New patients coming under the heading “foreign body” mostly had 
eye injuries, in many cases capable of being cleared up with one attendance in 
the “casualty” department. If they needed further treatment this was in most 
cases prescribed to be given in the “casualty” or out-patient department. More 
than two thirds of all patients with “foreign body” conditions arrived of their 
own volition and fewer than 1 in 10 by ambulance or other transport. 



38. The survey provides information about the grades of medical stalf 
actually seeing patients in the “casualty” department as distinct from those 
whose duties were confined to supervision, real or nominal, of the work of the 
more junior doctors. Classifying patients according to the most senior doctor 
who saw them, the following table sets out the findings of the enquiry. 



TABLE 2 

Number of ne>v patients and percentage distribution: Classified according to the grade of staff 
who saw them at the “ casualty ” department (1) 



Staff seeing 
patients 


New pat 


ents seen 


Number (2) 


Per cent 


All staff 1 Total 


104,660 


100 


Medical Staff 






House Officer ... 


24.297 


23 


Senior House Officer 


35,480 (596) 


34 


J.H.M.O 


9.916 (174) 


9 


Registrar 


a.473 (1,165) 


8 


Senior Registrar 


1 ,042 (296) 


1 


S.H.M.O. or equivalent 


7,689 (522) 


7 


Consultant 


1,582 (558) 




General Practitioner 


7,533 (145) 


7 


Non-medical staff 


8,184 


8 


Status of staff not known 


464 


1 



(1) Patients are classified according to the most senior grade of doctor who saw them. For 
this purpose a General Practitioner has been regarded as being between the grades of 
Registrar and Senior Registrar. 

(2) The figures in brackets represent patients, included in the unbracketed figures alongside, 
who were also seen by a doctor in a more junior grade. 
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39. Of the 104,660 new patients, only 2 per cent were seen by a consultant 
and 7 per cent by an S.H.M.O. or equivalent grade. The great majority were 
seen by junior staff only — 23 per cent by a house officer and 34 per cent by a 
Senior House Officer — and 8 per cent were not seen by a doctor at all. The 
proportion of new patients seen by junior staff only was greater in the teaching 
hospitals: for the aggregate of all such hospitals 73 per cent were seen by a 
house officer or Senior House Officer only. There were, however, large differences 
between individual hospitals in both the teaching and non-teaching groups. 
It is possible to find, for example, among the hospitals with large “casualty” 
departments, a London teaching hospital in which 95 per cent of new patients 
were seen by a house officer only, a provincial teaching hospital in which 98 
per cent were seen by a house officer or a Senior House Officer only and two 
non-teaching hospitals in each of which the proportion seen by a house officer 
or Senior House Officer only was over 90 per cent. 



40. About a third of the patients seen by a consultant were also seen by a 
more junior doctor, and the proportion was about the same for those seen by a 
Senior Registrar. For other cases the proportion seen by more than one grade 
of doctor was of little numerical significance. 

41. The survey provides no evidence that there is selection of higher grades 
of staff to see patients with particular kinds of injury or other condition, or to 
see patients arriving by different means (e.g. by ambulance or other transport, 
referred by general practitioner, on own volition). As the diagnostic classifica- 
tion did not indicate directly the degree of severity of the cases seen we have 
taken into account in judging severity the relationship between diagnostic 
information and source or disposal of patient, e.g. patients arriving by ambulance 
or patients prescribed in-patient treatment. By this means we have distingushed 
indirectly, in a number of different ways, between classes of case which will 
include high proportions of seriously injured patients, and others which will 
include mainly patients with minor conditions. In whatever way we examine 
the problem the evidence suggests that in many hospitals there is at present no 
provision for the most seriously injured patients arriving in the “casualty” 
department to be seen immediately on arrival by senior doctors. 



42. The survey also provides some indications of the contribution which 
general practitioners make to the running of the hospital casualty services. 
Altogether 7 per cent of new patients were seen by general practitioners. As is 
to be expected, the proportion was lower for the teaching hospitals (2 per cent) 
than for Regional Hospital Board hospitals (8 per cent), and among the latter 
it was comparatively low for the Metropolitan Regional Hospital Boards and 
exceptionally high in the non-teaching hospitals in the Leeds, South Western 
and Welsh regions (20 %, 1 8 % and 14 % respectively). For the group of hospitals 
with “casualty” departments in which fewer than 100 new patients were seen 
in the survey week a quarter of all new patients were seen by general practitioners. 

43. The general picture of the size and type of the hospitals which have 
“casualty” departments can be seen from Table 3. 
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TABLE 3 



Total number of hospitals and number of hospitals having “ casualty ” departments: 
Classified according to type and size of hospital 



Number 



Size of hospital (number of staffed beds) 





All 

sizes 


0-25 

beds 


26-50 

beds 


51-100 

beds 


101-250 

beds 


Over 250 
beds 


All types of hospital 








532 


549 




Total 


2644 


515 


567 


481 


With “ casualty depts. 


789 


150 


150 


120 


191 


178 


Acute hospitals 










163 




Total ... ... 


739 


163 


169 


117 


127 


With “ casualty ” depts. 


608 


135 


125 


95 


147 


106 


Mainly or partly acute hospitals 








17 


49 


100 


Total 


176 


6 


4 


With “ casualty ” depts. 


82 


3 


3 


1 


15 


60 


Children’s acute hospitals 








18 


12 






43 


3 


5 


5 


With “ casualty ” depts. 


26 


— 


2 


10 


9 


5 


Eye hospitals 














Total 


20 


3 


6 


6 


4 


1 


With “ casualty ” depts. 


19 


3 


6 


5 


4 


1 


Other hospitals 








374 


321 




Total 


1666 


340 


383 


248 


With “ casualty ” depts. 


54 


9 


14 


9 


16 


6 



44. The majority of acute hospitals, almost all of the eye hospitals and about 
half of the mainly or partly acute and of the children’s acute hospitals had 
“casualty” departments. Among the 1,666 hospitals of other types 54 had 
“casualty” departments and of these, 10 were long-stay and 8 were orthopaedic 
hospitals. Among the acute hospitals the proportion with “casualty” depart- 
ments was not noticeably different for hospitals of different sizes. 



45. As we are concerned with the organisation of an accident and emergency 
service it is necessary, as far as is possible from the survey data, to distinguish 
those seriously injured patients who should properly be the responsibility 
of such a service from the large number of other patients who are at present 
treated in hospital “casualty” departments. Table 4 sets out the hospitals with 
“casualty” departments by size of “casualty” department (in terms of numbers 
of new patients seen in the survey week) and size of hospital, and Table 5 shows 
how the numbers of new patients seen (both in total and separately for “seriously 
injured” patients) were distributed between small and large “casualty” depart- 
ments. For this present purpose a new patient was counted as “seriously injured” 
if he came within the group of diagnostic classes used above to distinguish 
injury cases, and if in addition he was prescribed in-patient treatment, or if he 
was referred for consultant opiijion to the out-patient department, or if he was 
referred to another hospital. It was thought that such a rule-of-thumb definition 
would give useful indications of the size of the problem with which the accident 
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and emergency service would have to deal, and would permit comparisons to 
be made between hospitals and “casualty” departments of different sizes, 
although clearly such a classification will involve a number of individual 
patients being mis-classified. 

TABLE 4 



Number of hospitals having “ casualty ” departments: Classified according to size of 
“ casualty ” department and size of hospital 

Number 



Size of “ casualty ” 
department (number 
of new patients seen 
in survey week) 


Size 


of hospitc 


il (numbe 


r of staffe 


1 beds) 




All 

sizes 


0-25 

beds 


26-50 

beds 


51-100 

beds 


101-250 

beds 


Over 250 
beds 


All sizes: Total 


789 


150 


150 


120 


191 


178 


Under 100 patients 


467 


147 


138 


73 


63 


46 


100—199 


140 


1 


9 


44 


50 


36 


200—299 „ 


80 


1 


3 


3 


44 


29 


300—399 


47 


— 


— 


— 


23 


24 


400^99 


24 


— 


— 


— 


6 


18 


500 or more „ 


31 


(1)1 






5 


25 



(1) Public Dispensary and Hospital, Leeds. 



TABLE 5 



Number and average number per “ casualty ” department of all new patients and of “ seriously 
injured ” new patients: Classified according to size of casualty ” department 



Size of “ casualty ” 
department (number 
of new patients seen 
in survey week) 


All new patients 


“ Seriously injured ” new 
patients (I) 


Number 


Average number 
per 

“ casualty ” 
department 


Number 


Average number 
per 

“ casualty ” 
department 


All sizes: Total 


104,660 


133 


12,267 


15 '5 


Under 100 patients 


16,740 


36 


2,077 


4-4 


100—199 „ 


19,953 


143 


2,085 


14 -9 


200—299 „ 


19,321 


242 


2,163 


27-0 


300—399 „ 


16,727 


356 


1,753 


37 -3 


400-499 „ 


10,645 


444 


1,522 


63 *4 


500 or more „ 


21,274 


686 


2,667 


86 -0 



(1) Patients in one of the seven diagnostic classes, multiple injuries, bruise, sprain, fracture, 
dislocation, wound and burn, who were prescribed in-patient treatment or who were 
referred for consultant opinion to the out-patient department of the hospital or who were 
referred to another hospital. 

46. There were 467 hospitals each of which saw fewer than 100 new patients 
in their “casualty” departments in the survey week. For these hospitals the 
average number of new “seriously injured” patients per hospital was only 4 -4, 
although in total these hospitals dealt with about 16 per cent of all new patients 
seen in “casualty” departments. “Seriously injured” patients averaged 14-9 
per hospital for the 140 hospitals each of which saw between 100 and 199 new 
patients in the survey week. 
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47. In order to examine more closely the distribution of hospitals according 
to number of “seriously injured” patients and size of “casualty” department the 
figures in Table 6 have been produced. 



TABLE 6 

Number of hospitals having “casualty” departments: Classified according to number of 
“ seriously injured ” new patients seen and size of “ casualty ” department 



Number 



Number of “ seriously 
injured ” new patients 
seen in “ casualty ” 
department (1) 


Size of “ casualty ” departme 
of new patients seen in survey 


It (number 
week) 


All 

sizes 


Under 100 
patients 


101-199 

patients 


200 or more 
patients 


All numbers of patients: Total 


789 


467 


140 


182 


0 


93 


88 


2 


3 


I „ 


85 


81 


4 


— 


2 „ 


64 


62 


2 


— 


3 


53 


44 


8 


1 


4 


33 


32 


1 


— 


5 „ 


36 


30 


5 


1 




27 


19 


8 


— 


7 „ 


31 


22 


5 


4 


8 


20 


11 


7 


2 


9 


26 


16 


9 


I 


10-14 


79 


31 


33 


15 


15-19 


53 


16 


17 


20 


20-29 „ 


80 


15 


26 


39 


30 or more „ 


109 




13 


96 



(1) Patients in one of the seven diagnostic classes, multiple injuries, bruise, sprain, fracture, 
dislocation, wound and burn, who were prescribed in-patient treatment or who were 
referred for consultant opinion to the out-patient department of the hospital or who were 
referred to another hospital. 



48. Altogether 422 hospitals each saw 7 or fewer “seriously injured” patients 
in the week — in fact 93 saw none at all. Among the 467 hospitals each dealing 
with fewer than 100 new patients in its “casualty” department, 378 saw 7 or 
fewer “seriously injured” patients. Most of these 378 hospitals were small, 136 
of them having 25 or fewer beds, 129 having between 26 and 50 beds and 52 
having between 51 and 100 beds. 



49. Information was also obtained in the survey about the availability, to 
hospitals with “casualty” departments, of fracture clinics and septic hand 
clinics. Table 7 indicates the position for hospitals with “casualty” departments 
of different sizes. 
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TABLE 7 



Number of hospitals having (a) a fracture clinic and (b) a septic hand clinic in their own or in an 
associated hospital : Classified according to size of “ casualty ” department 



Number 



Size of “ casualty department ” 
(number of new patients seen in 
survey week) 


All 

hosiJitals 


Hospitals with 


Fracture 
clinic 0) 


Septic hand 
clinic (1) 


All “ casualty ” depts. : Total 


789 


535 


125 


Under 100 patients 


467 


242 


51 


100-199 „ 


140 


124 


19 


200-299 „ 


80 


72 


14 


300-399 „ 


47 


44 


16 


400-499 „ 


24 


24 


U 


500 or more „ 


31 


29 


14 



(I) In their own or in an associated hospital. Several hospitals may be served by the same 
clinic. 



50. In all, 535 of the 789 hospitals had fracture clinics located in their own 
or an associated hospital. Most of those without such clinics were among the 
467 with “casualty” departments each dealing with under 100 new patients but, 
even for this group, more than half had fracture clinics in their own or in an 
associated hospital. By contrast only 125 of the hospitals in the survey liad 
septic hand clinics in their own or in an associated hospital. Those without such 
clinics included hospitals with both large and small “casualty” departments. 



THE PRE.SENT IN-PATIENT CASE LOAD 

51. The Hospital In-Patient Enquiry, organised jointly by the Ministry of 
Health and the General Register Office, has since 1955 collected information, 
on the basis of a sample, on discharges (this term includes deaths) from all 
National Health Service hospitals (other than psychiatric and convalescent 
hospitals) in England and Wales. The objective was to cover a random sample 
of 10 per cent of discharges and this coverage was virtually attained by 1958. 
Although strictly related to discharges, for injury conditions the data approxi- 
mate closely to admissions since the length of stay in such cases is usually short. 
Furthermore, as the data strictly relate to spells of treatment, a patient trans- 
ferred from one hospital to another could be included twice in the sample for 
the same condition. For injured patients the type of injury is recorded but not 
the cause. 



52. From the sample, estimates can be made of the total number of spells 
of treatment for different conditions and the rates per 10,000 population. 
Figures relating to injuries and all conditions for 1958 and 1959 are given in 
Table 1 of Appendix 3. The more detailed figures given in Tables 2 and 3 of 
Appendix 3 provide a useful guide to the hospital in-patient facilities required 
for injured persons. From these figures it would seem that an accident and 
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emergency service for a population of about 500,000 would have to provide 
in-patient treatment for some 3,000 patients per year. Table 2 provides a guide 
to the numbers of different types of injury which might be expected and, for 
example, shows that some 300 cases of fractured femur and some 100 cases of 
fractured skull would require in-patient treatment. From this table, and the 
more detailed information on age structure contained in Table 3, the need for 
close co-ordination between special units can be appreciated; the number of 
beds required in the accident and emergency service of a particular area will 
depend to a great extent on the degree of association of those specialist services. 

53. The figure of 23,310 discharges of persons suffering from the effects of 
poisons points to the need for the designation of one hospital within a given 
area as the preferred receiving centre for cases of poisoning, as recommended 
by the Sub-Committee of the Standing Medical Advisory Committee on the 
emergency treatment in hospital of cases of acute poisoning.* These receiving 
centres should, we think, normally be located in accident and emergency units. 

54. In view of the differing estimates of the need we thought it wise to study 
the actual number of beds now in use for the treatment of injuries. From the 
Hospital In-Patient Enquiry data it is estimated that, in 1957, there were 
68,600 admissions for head injury, staying an average of 7-9 days, and 193,700 
admissions for other injuries staying 19 '5 days. At 100 per cent bed occupancy 
this number of admissions would require 26.4 beds per 100,000 population. 
If the calculation is based on an average bed occupancy of 80 per cent, since it 
is impossible to achieve a higher figure over the whole year because of the 
irregular incidence of accidents, this gives a requirement of 33 beds per 100,000 
population, including beds for head injuries and severe soft tissue injuries and 
beds for long-stay and geriatric cases. 

55. As might be expected, however, the number of beds required varies 
according to age and sex. The following table shows the requirements for head 
and other injuries for children and adults of each sex: — 

TABLE 8 



Beds required per 100,000 persons in given age and sex groups at 80% occupancy: Ciassilied 
according to head injuries and other injuries 





Per 100,000 
children under 1 5 


Per 100,000 
adults 


Per 100,01 
persons of all 


30 

ages 


Males 


Females 


Persons 


Males 


Females 


Persons 


Males 


Females 


Persons 




5-4 


2-4 


3-9 


6-4 


2-2 


4-1 


6-2 


2-2 


4-1 




26 -4 


14-8 


20 -7 


33 -3 


30 1 


31 -7 


31 *6 


iZb ‘8 


28 -9 


All 


31-8 


17-2 


24-6 


39-7 


32 -2 


35 -8 


37-8 


29-0 


33 -0 



It will be seen that some 30 per cent more beds for males are required than for 
females. 



*Emergency Treatment in Hospital of Cases of Acute Poisoning, H.M. Stationery Office, 1962, 
price Is. 6d. 
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56. It is not possible to exclude geriatric and other long-stay cases direct, but 
separate figures are available for patients over 65 years of age. While these 
patients stayed little longer than younger patients for head injury, they stayed 
considerably longer for other injuries, as is shown in the following table: — 

TABLE 9 



Average duration of stay in days for patients with “ other ” (i.e. not “ head ”) injuries: Ciassided 
according to sex for age groups 45 — 64 and 65 and over 





Patients aged 


Patients aged 




45—64 


65 and over 


Male 


19 


29 


Females 


19 


41 



57. If it is assumed that the higher average length of stay among patients 
over 65, compared with patients of 45 — 64, was on account of age, and if pro- 
vision is made for the transfer of these older patients, where necessary, to 
geriatric units when the acute phase of their own treatment is completed, the 
number of beds required for adult injury cases would be reduced and the total 
number of beds required for the injured would then be as set out in the following 
table: — 



TABLE 10 

Beds required per 100,000 persons in given age and sex groups at 80% occupancy, after removai 
of iong-stay older patients: Classified according to head injuries and other injuries 





Per 100,000 


Per 100,000 


Per 100,000 




Children under 15 




adults 




persons of all 


agess 




Males 


Females 


Persons 


Males 


Females 


Persons 


Males 


Females 


Persons 


Head injuries 


5-4 


2-4 


3-9 


6-4 


2-2 


4-1 


6-2 


2-2 


4'l 


Other „ 


26 -4 


14-8 


20-7 


3! -2 


19-0 


24-8 


30-1 


18-1 


23*8 


All 


31 -8 


17-2 


24-6 


37-6 


21 -2 


28 -9 


36-3 


20 -3 


27-9 



IV THE FUNCTION AND ORGANISATION OF AN ACCIDENT 
AND EMERGENCY UNIT 

58. The word “casualty”. In its proper meaning of a serious injury, has a 
long history. It occurs in Shakespeare, and Dickens, writing in 1837, used 
“casualty ward” to describe the ward in a hospital in which accidents were 
treated. Unfortunately the meaning altered in the second half of the last century. 
The Nuffield Report “Casualty Services and their Setting” gives an interesting 
quotation from a survey made by the Lancet in 1869. The out-patients at St. 
Bartholomew’s Hospital are, it says, divided into two categories. “They are 
the “casualty” which comprises those who are supposed to require temporary 
treatment for diseases or injuries of a trifling character, and the “out-patients” 
properly so called who, after receiving a regular letter of admission, are entitled 
to the advice of the assistant surgeons and physicians for a period of 2 months. 
It is in the casualty division that the increase of numbers has been most marked, . . 
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It is estimated that not less than a thousand patients frequently attend on a 

Monday or Tuesday morning”. The explanation of the change is no doubt that 
those needing emergency treatmeilt had to be exempted from the formalities of 
acceptance as regular out-patients, and others with less urgent needs took ad- 
vantage of this easy way of access to the hospital. The modern counterpart 
of this — attendance at the “casualty” department to avoid the need of obtaining 
an appointment at the out-patient department — is not unknown. 

59. Thus the term “casualty patient” came into use to distinguish those not 
recommended by a subscriber, but the distinction was not precise, nor was 
“casualty” restricted to its common association with injury or sudden illness, 
for it came to cover “casual” attenders not referred by a doctor and not requiring 
urgent attention. “Casualty” patients thus included both those too urgent and 
those too trivial to be referred to the consultative out-patient department at its 
limited hours. Some hospitals took pride in their “open door” policy, accepting 
patients from any source at any time. The hours of work and the trivial nature 
of many cases usually entailed reliance on relatively unsupervised junior medical 
staff. 

60. Although restriction to emergency work or “true casualties” was recom- 
mended in 1912 by a King Edward’s Hospital Fund Committee, little change 
could be expected until general medical services became universally available 
in 1948. Even then few hospitals changed their policy. In many “casualty” 
departments, particularly those in large central hospitals in urban areas, the 
pattern of work is still based on pre-1948 conditions when many patients who 
could not afford a family doctor attended for minor illnesses at the hospital 
(Fry, I960*). Under these conditions, the “general practice” type of case seen 
may total between 40% and 60% of casualty patients (Crombie, 1959t, Fry, 
1960). Many of the inter-linked problems of “casualty” departments, from 
supervision and staffing to out-dated physical conditions, equipment and meth- 
ods, arise from the triviality of many of the conditions treated. 

61. The increasing number and severity of accidents make it essential to 
improve services for those requiring immediate examination and treatment. 
Similar streamlined services are required for a relatively small number of 
emergency illnesses. “Casualty”, in its traditional usage in the hospital vocabu- 
lary, is thus too loose a term. In ordinary speech, on the other hand, its meaning 
is too narrow, being usually confined to injuries and excluding the other kinds 
of medical and surgical emergency. We therefore recommend the abandonment 
of the word “casualty” as the description of any type of hospital service, 
department, officer or patient. We have accordingly asked the Standing Medical 
Advisory Committee to agree to our changing our title and terms of reference 
to refer to the Accident and Emergency Services instead of the Casualty and 
Accident Services. The main objection to the word “casualty” is that it tends to 
perpetuate the tradition of casual attendance by patients who are not in urgent 
need of hospital treatment but wish to avoid the trouble of attending their general 
practitioner’s surgery or making an appointment at the out-patient department. 



•Fry, L. (1960) Lancet 1, 163. 

tCrombie, D. L. (1959) Journal of College of General Practitioners No. 25 
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These patients swamp many departments to the detriment of those who really 
do require urgent treatment. Apart from this direct effect on the standard of 
treatment given in the department there is an important indirect effect, in 
that consultants and junior medical staff of good quality will be reluctant 
to work in a department in which much of the work does not give proper 
scope for their talents. 

62. We do not suggest that “casualty” departments should be re-named 
simply “accident departments”. This suggestion is attractive for its simplicity, 
and the name would certainly be effective in deterring the casual attender. It 
w'ould, however, be likely to lead to confusion in the minds of general prac- 
titioners, ambulance crews and the general public. The patient who collapses 
in the street, for example, and is not the victim of an accident in the usual sense 
would properly be received in the accident and emergency department as an 
undiagnosed emergency case. After careful consideration of the alternatives, 
ttierefore, we recommend that what is now known as the casualty service should 
In future be called the Accident and Emergency Service”, and corresponding 
changes should be made in the description of casualty departments, casualty 
officers and casualty patients. “Accident” is put before “emergency” because 
the number of accident cases is far greater than the number of other emergency 
cases reaching the department. It is misleading to think of accidents and emer- 
gencies as two streams; one is a river and the other a trickle. 

63. By far the most important function of an accident and emergency depart- 
ment is to deal with injured patients in urgent need of skilled hospital treatment 
at any time of the day or night. The staffing, design and equipment of the 
department must be planned for this purpose. Ideally there should be separate 
provision for receiving other urgent cases such as poisoning, acute (medical) 
conditions and non-traumatio surgical emergencies. This could be associated 
with the accident department but should be under separate control. In practice, 
however, it would be impossible to achieve this ideal. When an ambulance is 
called to take an unconscious patient to hospital the ambulance crew cannot be 
expected to diagnose his condition and decide which of several hospital depart- 
ments receiving emergency cases is the appropriate one to receive him. An 
accident and emergency department must therefore include a reception unit for 
all undiagnosed emergency cases. 

64. It follows that the department must be designed to allow patients to be 
brought in direct from the street, seen at once and treated by an experienced 
doctor or passed on without delay for the appropriate treatment. This means 
having separate entrances for stretcher cases, with easy access for ambulances, 
and for walking cases. Patients would be “sorted” by a member of the staff 
of the accident and emergency department, who would refer them at once to the 
accident and emergency department (which must be immediately adjacent) or 
to the other hospital departments as might be necessary. To avoid crowding 
the department and so impeding the movement of urgent cases patients return- 
ing for further treatment by the accident service should not enter through the 
reception area, but should go direct to the appropriate clinic. To get a proper 
How of patients an adequate building is necessary, and many of the present 
so-called casualty departments are extremely unsatisfactory in this respect. 

25 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Much building work will be required if even the reduced number of accident and 
emergency units we propose are to be properly accommodated. We do not 
propose to make detailed recommendations about the design of an accident 
and emergency unit, which will vary from hospital to hospital. We were able to 
see and comment on two successive drafts of the Hospital Building Note to be 
published on the subject by the Ministry of Health, and were glad to find that 
the general principles followed were in accordance with our own views. 



65. Without prejudice to the department’s primary function of receiving 
and treating accident and emergency cases, some separate provision must be 
made, at least for the time being, to deal with patients suffering from nunor 
non-traumatic conditions, the number varying greatly with the location of the 
hospital. In the larger cities, where people work many miles away from their 
homes, and aga in in holiday resorts, some separate provision must be made, 
not necessarily at a hospital which has an accident and emergency unit, for 
patients suffering from conditions of this kind who cannot see, their general 
practitioners. The accommodation and equipment should be that required for 
treatment of the kind given by a general practitioner in his surgery. Even when 
the general practitioner lives close at hand he may be out on his rounds when he 
is needed, and attendance at the hospital may therefore be justified. With the 
increase in group practices in which one practitioner is always available lor 
emergency calls there should be a steady reduction in the numbers of patients 
attending hospitals simply because they cannot see their own doctors, but there 
will always he some patients of this kind at some hospitals, despite all the efforts 
of general practitioners and hospital staff to discourage them. The important 
thing is to ensure that their presence does not interfere with the treatment of 
serious emergency cases, either physically by crowding the department or by 
occupying the time of the medical and nursing staff. 



66. Apart from the treatment of injured patients, accident and emergency 
units can help to prevent injuries by giving outside bodies such as the police. 
Public Health Departments of local authorities and factory managements in- 
formation about frequent causes of accidents. This will involve producing 
accurate and comprehensive analyses of cases treated by the accident and emer- 
gency unit, and in our view it should be made a duty of these units to make such 
analyses, if possible using a standard record form. Comprehensive and accurate 
clinical records should be kept in all accident and emergency units, and the 
responsibility for seeing that this is done should lie with the consultant in charge. 



67. We are strongly of the opinion that all injured patients requiring hospit^ 
treatment should be taken direct to hospitals having departments of the kind 
described in the previous chapter, which should be staffed and equipped t° 
immediately with major injuries and other emergency cases at any time ot the 
day or night. We realise that much education of the public, and consultation 
with representatives of general practitioners and ambulance authorities, will be 
needed before it is generally accepted that a patient in urgent need of treatment 
should not be taken to the nearest hospital if it has not a department of this 
kind. It is normally better for such a patient to have a longer ambulance journey 
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to an Accident and Emergency Centre than to go to the nearest hospital, which 
may have no resident medical staff and be able to give only first aid treatment 
before sending the patient on to a larger hospital. 

68. The need for an Accident and Emergency Centre to be adequately 
staffed 7 days a week and 24 hours a day imposes a lower limit on the size of the 
centre, the hospital at which it is situated and the population it should serve. 
In Chapter 3 we quoted the recommendation of the Accident Services Review 
Committee that an accident unit should not have less than 25 beds. In our view 
this figure is too low to justify an adequate level of medical staffing at night 
and over the week-end, and we suggest that the minimum should normally 
be 50 beds. We are not prepared to suggest an upper limit of beds for a major 
centre serving a large area; the number will be determined by the size of the 
population, geographical considerations and the existence of other hospitals 
serving the area. In the largest cities, therefore. Regional Hospital Boards and 
Boards of Governors would have to consider whether each major acute hos- 
pital, teaching or non-teaching, should have an accident and emergency unit, 
and how the population is to be zoned between the units. 

69. At some hospitals not designated as accident and emergency centres 
there should be provision for the treatment of minor injuries. These hospitals 
may also be able to receive patients after their primary treatment at the major 
accident and emergency centre. Their work should be supervised by the con- 
sultants at the major centre. 

70. Various estimates have been given of the number of accident beds re- 
quired per 100,000 population. The original advice* given by the Ministry of 
Health to Regional Hospital Boards in 1948 put the total requirements for 
traumatic and orthopaedic surgery at 40 acute beds and at least as many long- 
stay beds for a population of 100,000 to 120,000. This of course included beds 
for elective surgery and other planned as opposed to emergency admissions. 
We have seen that the British Orthopaedic Association in its 1959 Memorandum 
on Accident Services recommended 150 — 250 accident beds per J million 
population, or 30 — 50 per 100,000, including beds for such conditions as head 
injuries and severe soft tissue injuries, while the Accident Services Review 
Committee’s figure of 25 per 100,000 population excluded these special beds. 
We saw in Chapter 3 that the present number of beds occupied by the injured, 
ignoring any increase since 1957, amounts to nearly 30 per 100,000 population 
if we exclude those elderly patients who remain in hospital after the acute phase 
of treatment of their injury is over, and who could be transferred to associated 
geriatric beds outside the accident centre itself. 

71. We recommend that, allowing for the continuing rise in the accident 
rate, the ratio of between 30 and 35 accident beds per 100,000 population, to be 
included in the 330 acute beds proposed for this population in “A Hospital Plan 
for England and Wales”,** should normally be used for planning, provided that 
the beds are supplemented by an adequate number of associated geriatric beds. 
These associated beds must be under the supervision of the surgeon who gave 

♦Memorandum R.H.B. (48)1, Paragraph 163. 

**H.M. Stationery Office, 1962, price 18s. 6d. 
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the acute treatment, and should have fuller facilities for rehabilitation than the 
acute hospital. The exact number of accident and emergency beds required per 
100,000 population will vary with local conditions such as the type of industry, 
numbers of road accidents and age structure of the population, and will also 
depend on the provision of rehabilitation beds for patients too young to go to 
the geriatric unit. Where beds of this type are provided they also should be 
under the continued supervision of the surgeon. It will be seen that the hospital 
in-patient enquiry figures show a much larger bed requirement formales than for 
females (36-3 per 100,000 population against 20-3). The ratio between the 
sexes will vary at different times, so that the planning of accident and emergency 
units should allow beds to be used for either sex. 

72. The concept of accident and emergency units with consultant and resident 
staff sufficient to provide a 24 hour service for the immediate treatment of all 
injuries fits in well with the policy of concentrating the hospital service on the 
“district general hospital”, as set out in “A Hospital Plan for England and 
Wales”. 

73. A unit of the minimum size we have suggested, 50 beds, would serve a 
population of some 1 50,000, and there are, we believe, very few areas of England 
and Wales where distances are so great and transport so difficult that a single 
unit could not provide an efficient service for such a population. 

74. We note that the consensus of opinion in the evidence we received and 
the relevant reports is unfavourable to special accident hospitals. We agree 
with this as a general policy, on the ground that it is better for accident patients 
to have available to them the full range of services provided at a general hospital. 

75. The 30—35 beds recommended per 100,000 population include beds 
such as those for head injuries and severe soft tissue injuries. The Accident Ser- 
vices Review Committee estimate the requirements for special accident beds 
at the acute stage per million population at 10 for neurosurgery, 5 for plastic 
surgery and 5 for thoracic surgery. The professional Associations in these 
specialties were represented on the Review Committee, and we have no reason 
to doubt that these estimates are the best that can be made, though requirements 
will obviously vary with local variations in the type of accident predominating. 
These estimates do not exclude the need for beds for traumatic cases in the 
special centres for ueuro surgery and plastic surgery. Besides these, and the 
geriatric beds already mentioned, small numbers of thoracic surgery beds will 
be required in the accident service, or in special centres supporting it, and perhaps 
other special departments such as genito-urinary surgery and psychiatry. 

76. So far as psychiatry is concerned, we agree with the view expressed by 
the Royal Medico-Psychological Association in their evidence that each laige 
general hospital with a busy accident department should have emergency beds 
for psychiatric patients. One important use of these beds has recently been 
given emphasis by the passing of the Suicide Act, 1961. Under this Act attempted 
suicide is no longer a crime, and the law can no longer be relied upon as a 
means of seeing that any necessary medical or social help is given. It is estimated 
that there are some 30,000 cases of attempted suicide a year, and many of them 
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come to hospital accident departments. We endorse the advice given to hospital 
authorities by the Minister* that all such patients should receive psychiatric 
investigation before discharge. In the future large general hospitals having 
accident and emergency units will also normally have an acute psychiatric unit, 
but until this can be achieved, psychiatrists from other hospitals should be 
available quickly for consultation by the staff of the accident and emergency 
unit, and it should be possible to admit patients requiring in-patient psychiatric 
treatment or observation. 

77. It has been suggested that the special services such as neurosurgery, 
plastic and thoracic surgery should be provided at “central” or “major” accident 
units, each of which should serve a number of ordinary accident units and exercise 
a certain amount of control over them. Thus the Review Committee recommends 
that a Central Accident Unit, apart from providing the special services, should 
“act as a co-ordinating body for accident arrangements for the Region and 
offer support and guidance.” It might thus constitute a third tier in the organisa- 
tion, above the ordinary accident units and the units at small hospitals treating 
only minor accidents. In our view administrative control of the ordinary 
accident units is not necessary. The accident unit must be able to obtain the 
special services from Regional or Sub-Regional centres for the specialty. 
It is desirable, but in many cases may not be possible, for the centres 
in the different specialites to be at the same hospital. The neurosurgical 
unit serving a Region or part of a Region, for example, can quite well be at one 
hospital and the plastic unit serving the same area at another hospital. Nor is 
there any need for the hospitals at which the special centres are located to 
co-ordinate the accident arrangements in the area. It is, however, their duty to 
give support and guidance where necessary to other accident and emergency 
units, though each particular specialty must be available to give advice to the 
units. 

It is for Regional Hospital Boards to organise a clinically integrated sei'vice, 
with a clearly defined function for each special centre, accident and emergency 
unit and smaller hospitals receiving only the less serious oases. The special centres 
would accept cases after they had been given immediate treatment at the 
accident unit. Where it was not necessary, or not possible without danger, to 
transfer the patient to the special centre, advice could be given over the tele- 
phone, or if necessary consultants from the special centre could attend patients 
at the accident unit. 



78. The development of mechanical procedures for the treatment of anuria, 
respiratory failure and cardiac arrest has made possible newer methods of 
therapy for complications which may accompany certain accidents. These 
methods require expensive equipment and a well trained team of experts, 
medical, nursing and technical. Sixty-three cases of anuria following trauma 
were admitted to artificial kidney units in Great Britain and Northern Ireland 
during 1960. During the Korean War it is estimated that 1 in 200 of the battle 
casualties surviving 48 hours after injury developed acute renal failure. It would 
appear that the number of cases referred to the artificial kidney units during 
1960 does not represent all the cases likely to require such therapy. 80,000 
persons suffered severe traumatic injuries during 1960 and, assuming that half 



*In Memorandum HM(61)94. 
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the cases of acute renal failure might require the use of an artificial kidney, 
provision would be necessary for 200 cases. The artificial kidney is, however, 
used in the treatment of other emergencies and experience during recent years 
would suggest that only a fifth of the cases referred to artificial kidney units are 
primarily traumatic in origin. It would thus seem in the light of present experience 
that there would only be the need for at most one centre per region and in 
certain cases it might be advisable for regions to combine. The siting of such 
units would be determined by regional requirements and they could conveni- 
ently be in the same hospital as the major accident centre. 

79. Certain of the major accident and emergency centres should be designated 
as burns centres for children and for adults. 

80. In this report we have envisaged major accident centres as integrated 
units of general hospitals presenting a wide range of specialist and ancillary 
skills and serving substantial catchment areas. It is inevitable that in the future 
there will be fewer hospitals designated to deal with injured persons as com- 
pared with the past. In this respect the effect of our recommendations will be in 
harmony with the rationalisation measures embodied in the Hospital Plan for 
England and Wales. We have, however, not overlooked the contribution made 
to the care of the injured by special hospitals and special centres. In the former 
category are those few large orthopaedic hospitals to which injured patients 
have been admitted in considerable numbers for some years past — either 
directly or by transfer after preliminary treatment in associated general hos- 
pitals. This applies more particularly to those major injuries requiring a longer 
period of hospitalisation than the average, with a special need for rehabilitation 
and in some cases for reconstructive surgery. Of the special centres we note the 
importance of the paraplegic units where without delay the vital decision can 
be made whether or not to explore the spinal canal in a spinal fracture compli- 
cated by neural damage. The plastic centres also are available to take some of 
the in-patient load, and their dominant role in the treatment of burns is part 
of the modern pattern of the organisation of surgical services. Maxillo-facial 
units have an important part to play in the treatment of jaw injuries. 

81. In regard to rehabilitation it is a surgical commonplace to say that this 
aspect of the welfare of an injured person should always influence the thera- 
peutic programme from the day the patient enters the ward or ambulatory 
clinic. When medical reablement measures within the scope of the organised 
accident services have reached the end of their usefulness the facilities in the 
field of industrial rehabilitation can only be invoked if there is close and con- 
tinuous co-operation with all agencies outside the hospital service concerned 
with the resettlement of injured men and women in their former occupations or 
in their training for new types of work. 

V THE STAFFING OF ACCIDENT AND EMERGENCY UNITS 

82. It will be recalled that the Joint Working Party on the Medical Staffing 
Structure in the Hospital Service laid down as a general principle “All patients 
in the Hospital Service should be in the charge of consultants, and consultants 
in the specialty or specialties involved in the treatment of each patient should bear 
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the responsibility for his case and the medical work required for him.” Junior 
medical staff should be given explicit instructions about the need to seek advice 
on the treatment of patients with major injuries, from the consultant on emer- 
gency call. 

83. Our survey of the work of “casualty” departments (Chapter 3) provided 
the first accurate information about the types of medical staff actually dealing 
with patients, as opposed to those whose duties were confined to supervision, 
real or nominal, of the work of more junior doctors. The figures are striking. 
Of the new patients seen in the “casualty” departments of this country during 
the week of the survey 2 per cent were seen by a consultant, 7 per cent by a 
Senior Hospital Medical Officer (or equivalent), 7 per cent by a general prac- 
titioner, 8 per cent by a registrar, 9 per cent by a Junior Hospital Medical Officer, 
34 per cent by a Senior House Officer, 23 per cent by a House Officer and 8 
per cent not by a doctor at all. (The figures relate to the most senior officer 
seeing the patient; those seen by consultants, for example, would undoubtedly 
have been seen by junior staff first.) The proportion of patients seen only by 
junior staff was greatest in teaching hospitals. At one of those in London 95 
per cent of new patients were seen only by a house officer, and at a provincial 
teaching hospital 98 per cent either by a house officer or a senior house officer. 
These high figures are no doubt to some extent the result of the high proportion 
of patients with minor injuries and illnesses attending of their own volition at 
these particular hospitals. 

84. Nevertheless 58 per cent of new patients with multiple injuries, and 64 
per cent of those arriving in an ambulance were seen by only a senior house 
officer or house officer. Similarly, of those who were detained as in-patients 59 
per cent were seen in the casualty department only by a senior house officer or 
house officer. It should be remembered that these statistics relate to what hap- 
pened In the casualty department only. No doubt those who were detained as 
in-patients were seen by more senior staff as soon as they reached the wards, 
and this was probably better for them than to be kept in the casualty department 
until the senior officer came there to examine them. Nor can it be assumed 
that junior staff refused admission in doubtful cases without consulting a senior 
officer. Even so, with all these qualifications in mind, we can hardly resist the 
conclusion that at many hospitals recently qualified staff when serving in the 
casualty department undertake responsibility which they would not have in 
the wards or out-patient clinics. The results of our survey bear out the conclusion 
of the Joint Working Party: “in our experience, the medical staffing of casualty 
departments is the least satisfactory feature in the present hospital staffing 
system.” 

85. There are two reasons for this state of affairs. First, the level of medical 
staffing of casualty departments inevitably reflects the standard of the work the 
staff have for the most part to perform. When most casualty patients have 
minor conditions which could be treated at a general practitioner’s surgery 
(if such treatment was readily available) it would be unreasonable to expect a 
senior member of the hospital staff to treat them. If a house officer can deal 
with a high proportion of these patients satisfactorily, then a house officer is 
appointed as casualty officer, and the need to bring in more experienced staff 
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to deal with the remaining small proportion of more serious cases may be a 
question calling for a high degree of clinical acumen. The remedy is clearly to 
reduce the flow of minor cases, by providing an adequate general practitioner 
service at all times, and thus make the accident and emergency department i 
place where an experienced medical officer can work without the risk of wasting 
a high proportion of his time. 

, 86. The second reason for excessive reliance on junior staff may be more 
difficult to overcome. It is the difficulty of recruiting experienced staff. Whereas 
the first reason — ^the triviality of much of the work — applies most of all to the 
teaching hospitals with a long “open-door” tradition, the shortage of suitable 
staff affects more seriously the non-teaching hospitals, especially those in 
unattractive areas away from the main hospital centres. Where at present there 
is no consultant in charge of the accident department the casualty officer has 
no “chief” to whom he is responsible. He is the only resident medical officer in 
this somewhat isolated position, and this factor adds to the difficulty of filling 
these posts. The establishment of a new grade with the generic title of “Medical 
Assistant”, as recommended by the Joint Working Party, should help in the 
staffing of some accident and emergency units. They recommended also that 
the junior staff of an accident and emergency unit should be members of a team 
under the supervision of consultants who would have a definite and sufficient 
part of their time allotted to this work and would attend the department regu- 
larly. We fully endorse these recommendations and hope that no time will be 
lost in putting them into effect. In the meantime everything possible should be 
done to strengthen the staffing of the accident and emergency service by such 
measures as the increased use of general practitioners, about which we shall 
have something to say later in this chapter. 

87. We have mentioned the need for real supervision by consultants of the 
work of the accident and emergency department. Informal enquiries made by 
the Ministry at our request showed that some Regional Hospital Boards have 
recently made a number of consultant appointments with contracts including 
definite duties in casualty departments. Over the country as a whole, however, 
formal arrangements of this kind are rare. In some regions the pattern is that 
where there are two or more orthopaedic surgeons at a hospital one or other 
of them is available to supervise the casualty department, at any rate during 
normal working hours. In other cases, however, we suspect that supervision is 
often little more than nominal. In our view adequate supervision by consultants 
is essential. 

88. This does not mean that we favour the development of accident surgery 
as a specialty in its own right, or the appointment of consultants to work whole- 
time in accident and emergency departments. Accident surgery is unlikely to 
provide a satisfactory career for a consultant, and better results are likely to 
be obtained by appointing surgeons, either orthopaedic or general, whose 
duties include, but are not confined to, the treatment and supervision of accident 
and emergency cases. Where an effective accident and emergency service has 
been set up there should be no difficulty in getting suitable consultants to 
devote part of their time to it, though they will not do so in casualty departments 
that are overloaded with trivial cases. 
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89. We think that it is necessary to appoint one consultant to be in ad- 
ministrative charge of an accident department. It is clear from figures which 
have been put before us that by far the greatest part of accident work falls within 
the province of the orthopaedic surgeon. It is therefore normally the best 
arrangement for a senior orthopaedic surgeon to have day to day control of the 
accident and emergency department. His duties would include arranging the 
daily rotas of consultants, registrars and other medical staff, maintaining 
liaison with other specialist services and the supervising of clinical records. 
Questions of policy in the organisation of the service, as opposed to day to day 
administrative responsibility, should be decided by a small team representing 
each of the specialties directly concerned with the accident service. At a large 
centre providing the whole range of services this team would consist of an ortho- 
paedic surgeon, general surgeon, neurosurgeon, plastic surgeon and dental 
surgeon, and perhaps others such as thoracic or genito-urinary surgeons who 
might be concerned in particular cases. Consultants in all these specialties should 
be available to the resident staff for consultation by telephone at any time. It is 
recognized that physicians often have an important contribution to make to the 
treatment of patients suffering from accidents and other emergencies, for example 
neurologists in oases of head injury and chest physicians in cases of chest 
injury. The planning of the accident and emergency service, therefore, should 
take this into account and make provision for it. 

90. The improvement so badly needed in the medical staffing of the accident 
and emergency service must be achieved by a gradual effort on several fronts. 
At the top, consultant supervision must be made a reality by specific reference 
to this work in the consultants’ contracts, which should include an allowance 
for the cover given by the consultant at night and at the weekend. To enable 
supervision to be given at all times there should be at an accident and emer- 
gency centre providing a 7-day 24-hour service at least three consultant surgeons, 
each giving a substantial part of his time to accident and emergency work. Of 
the three at least two, including the consultant in administrative charge, should 
be orthopaedic surgeons. The scale of provision of orthopaedic surgeons that 
we propose would be adequate to undertake the elective orthopaedic surgery for 
the population in addition to their duties in the accident and emergency unit. 
Similarly the special centres for nourosuregry, plastic and thoracic surgery should 
cover an area large enough to warrant the employment of three consultants. 
Each centre would serve a much wider area than that of the orthopaedic or 
surgical service of the accident unit. Dental consultants and general dental 
surgeons will be needed in proportion to the number of jaw and dental injuries; 
dental advice should be available to tiie resident staff when required. Adequate 
bed provision should be made for this purpose. Below the consultants there 
should be three oflicers of intermediate grade and an adequate number of senior 
house officers to give a service at all times of the day and night. Service in an 
accident and emergency department is a valuable part of the training not only 
of an orthopaedic surgeon, but of a general surgeon. Rotation of staff between 
accident and general surgical work is valuable, particularly at registrar level. 
This must not mean that surgical registrars do odd sessions in the accident unit, 
which is most undesirable; the rotation should consist in officers holding appoint- 
ments for six months or a year first in one department and then in the other. The 
introduction of a career grade of “medical assistant” should allow some depart- 
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ments to be staffed by officers more experienced titan the house officers and 
senior house officers now commonly holding casualty officer posts, especially at 
hospitals which are not major accident centres but will continue to receive con- 
siderable numbers of minor injuries. This process will be greatly assisted by an 
improvement in the standard of work required through the elimination of minor 
cases. Even when all these reforms have been introduced, however, the medical 
staffing may well still not be adequate to deal with the ever increasing number 
of accidents. However this may be, there is no doubt at all that special steps are 
needed in the years that must elapse before the reforms can take effect. 

91. The primary tasks of general practitioners, as far as this service is con- 
cerned, is of course to organise arrangements for dealing with the minor 
accidents and medical emergencies which are recognised as being within their 
province at any time of the day or night. In this connection we welcome the 
recommendation made by the College of General Practitioners in their evidence 
that doctors in group practices should arrange a rota so that one is always ready 
to answer emergency calls. Where general practitioners serve on a sessional basis 
as part-time medical assistants in hospital accident departments these sessions 
also should if possible be shared by a number of doctors on a rota covering 
evenings and weekends as well as normal working hours. Whether or not this is 
possible it is clear that the general practitioner can make a real contribution 
to the staffing of the hospital accident service. His experience in dealing with 
every variety of patient, including the psychosomatic and the hypochondriac, 
makes him particularly fitted for sorting the casual attenders. Experience in 
some areas has shown that the presence of a general practitioner in a “casualty” 
department often leads to a striking reduction in the number of patients who 
attend the department for minor conditions as an alternative to waiting at their 
own doctor’s surgery. 

92. In rural areas the general practitioner carries a much greater share of 
responsibility for the accident services. Despite our view that major accidents 
should be taken direct to fully staffed and equipped accident units we recognise 
that, at any rate in remote areas, cottage hospitals may have to continue to give 
first aid treatment to major injuries and deal with minor injuries, many of which 
can develop into serious conditions if they are not given prompt and skilful 
treatment. An effective rota of general practitioners able to attend at short 
notice is essential if a cottage hospital is to be designated to receive even minor 
injuries at all times. It is important that these peripheral units should be 
properly supervised by consultants from the accident unit itself. 

93. An adequate discussion of the problem of staffing the accident and 
emergency service is not possible without consideration of the training of 
doctors. As undergraduate medical education is not the responsibility of the 
Minister of Health we feel that it may not be proper for us to make recommenda- 
tions on the subject to him. We think, however, that we can usefully welcome 
the view expressed by the Accident Services Review Committee that the medical 
student’s few weeks’ dressership in a casualty department, which is a common 
practice, is totally inadequate and should be replaced by intensive study of 
trauma for, as near as possible, a period of three months. The Review Com- 
mittee adds that the student should work not only in the receiving room of the 
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accident unit but in its wards, out-patient, follow-up and rehabilitation depart- 
ments, and recommends that medical schools should be asked to review their 
training in the treatment of trauma having regard both to the length of time 
spent on the work and to the amount and scope of the teaching given. 



94. The post-graduate education of doctors is again a matter not within the 
scope of a committee set up to advise the Minister, but we think that at least 
six months of the training of all surgeons should be in an accident unit, and 
hospitals should be encouraged to make rotating appointments at registrar level 
for periods of two years, giving a wide variety of experience in general surgery, 
orthopaedic surgery and the specialist services such as thoracic, plastic and 
neurosurgery. Appointments on these lines are understood to have proved 
successful and popular. Consideration should also be given to the possibility 
of improving the training of general practitioners in the treatment of trauma, by 
refresher courses or training before entry into practice as a principal. All senior 
registrars in any branch of surgery should participate in the work of accident 
and emergency units by short periods of duty or longer periods in rotation. 



95. The surgical staff of the accident and emergency department must be 
supported by anaesthetists, radiologists and pathologists of adequate seniority. 
One consultant in each of these specialties should be responsible for organising 
the service so that, for example, a senior house officer in anaesthetics is not 
called upon to do work beyond his competence. At least two consultant anaes- 
thetists must be available for accident and emergency work. An adequate 
medical staff will not by itself produce an efficient accident and emergency unit; 
it must be supported by adequate nursing, radiographic, secretarial, clerical, 
reception, pottering and other ancillary staff, in adequate numbers and ade- 
quately trained. The essential requirements of all these types of staff must be 
provided seven days a week and 24 hours a day. Without an efficient radiographic 
service at the hospital, for example, an accident department simply cannot 
function. There should be experienced senior trained nursing staff responsible 
for the department throughout the 24 hours, in addition to adequate supporting 
trained and other nursing staff in the wards and reception unit of the department. 
Where the supporting staff are inadequate, hard-pressed doctors and nurses 
will have to spend much of their time in duties which are a waste of their pro- 
fessional skills. Some examples are dealing with press and police inquiries, 
non-professional communication with relatives, investigation of complaints, 
custody of patients’ belongings, completion of routine records and returns and 
arrangements for ambulance transport. In a large department the responsibility 
for organising this non-professional work should lie with a lay officer of suitable 
seniority designated for the purpose in the hospital’s central administration; 
whether he is stationed in the administrative offices or in the accident and 
emergency department itself is a matter for local arrangement. This officer, 
working in close association with the consultant and sister in charge of the 
department, should ensure effective liaison, day and night, with other hospital 
services (maintenance, supplies and ancillary staff), outside services (police, 
ambulance and press) and the public. Post-qualification training should be 
given to nurses and other types of staff in the larger accident and emergency 
units. 
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VI THE AMBULANCE SERVICES 



96. The Sub-Committee had a large amount of helpful evidence on this 
subject, particularly from the bodies most closely concerned — the County 
Councils Association, the Association of Municipal Corporations, the National 
Association of Ambulance Officers, the Society of Medical Oificers of Health 
and the Institute of Certified Ambulance Personnel. After considering this 
evidence they came to the conclusion that in order to produce an ambulance 
service fully capable of dealing with accident and other emergency cases atten- 
tion should be given to the following points. 

97. The quality of the vehicles, equipment and staff of the ambulance 
service, though adequate for much of the routine work of transporting patients 
unable to travel by public transport, is no longer good enough to deal with 
serious accidents and other emergencies. The service may also be quantitatively 
insufficient to deal with peak loads when accidents are numerous, for example 
because of icy roads. 

98. We considered recommending the provision of a special ambulance 
service in urban areas, based on selected casualty centres, to deal exclusively 
with such cases. The advantages of this appeared to be that the ambulance 
crews could be selected and specially trained for accident work, and could take 
part in the work of the hospital when not out with the ambulance, thus gaining 
useful experience in dealing with patients and in hospital procedure generally. 
Where medical treatment was needed before a casualty could be moved, a 
medical officer could go out from the hospital with the ambulance. 

99. Against this, however, we felt that the essential feature of an accident 
ambulance was that it could be on the road within, say, 60 seconds of a call 
being received. The crew must therefore be standing by between calls, and only 
able to take part to a very limited extent in the work of the hospital. Medical 
staff would rarely be available to go out with ambulances (except in the case of 
major disasters) and if they were needed at the scene of an accident they could 
be summoned from the hospital even if the ambulance had not come from there. 

100. Further, to base accident ambulances on the casualty centre would be 
an uneconomic way of running the service, as these ambulances and their crews 
would perforce be standing idle much of the time. In fact, although in some of 
the largest centres — London, Birmingham and Middlesex — a proportion of the 
ambulances are specially equipped for dealing with accidents, these vehicles do 
other work also. Ambulances (except for sitting case vehicles) are of course 
normally equipped to deal with accidents, and the difference between the ar- 
rangements in London, Birmingham and Middlesex and those elsewhere is 
primarily one of degree. On the whole, therefore, we favour improvement in 
training and equipment throughout the ambulance service, to bring standards 
generally up to those already achieved by the best authorities, rather than the 
establishment of a separate accident ambulance service. This need not preclude 
experiments by ambulance authorities, in co-operation with liospital authorities, 
in making special arrangements for accident ambulances at major accident 
centres. 
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101. Whether or not special accident ambulances are provided, ambulance 
staff should receive part of their post-entry training in hospital. The evidence 
received gives ground for believing that this would be welcomed by ambulance 
authorities and staff alike. Apart from this co-operation with the hospital 
service, ambulance authorities should co-operate with each other where neces- 
sary in arranging joint courses of training, and the syllabuses should be reason- 
ably standardised throughout the country. 

102. Enquiries made of ambulance authorities showed that in some of the 
County Boroughs and about half the County Councils no definite instructions 
are given to ambulance staff on the disposal of cases. Such instructions should 
be given in all areas so that ambulance staff can take the correct decision in the 
numerous cases in which it is not possible to consult a doctor on the disposal 
of a patient injured in an accident. The instructions, which would vary according 
to local conditions, should be absolutely clear and agreed by the hospital and 
ambulance authorities. 

103. Hospital authorities should make every effort to reduce delays by 
ambulances at hospitals. These delays might be due to several causes. Sometimes 
an ambulance is kept for a long time because it is possible that the patient will 
require transfer to another hospital; in such cases it would be better for the 
hospital to release the ambulance and summon another later if the patient had 
to be transferred. Sometimes there are no hospital staff, or none with the 
necessary training, to take the patient from the reception point to the casualty 
department or the wards, so that the ambulance staff have to do this; the 
remedies are proper provision, selection and instruction of orderlies for this 
specific work, together with more skilled nursing or other staff able to take 
responsibility for the patient at the reception point. Sometimes ambulances 
have to wait until the patient can be taken off the stretcher in order to get the 
stretcher, blanket, pillow and hot water bottle back; this can be avoided by 
standardising these items of equipment, so that the ambulance crew can leave 
the patient on the stretcher and draw replacement equipment from a readily 
accessible hospital store. As a temporary measure until standardisation is 
obtained we favour the practice, already adopted in some areas, of using a 
simple canvas or other carrying sheet on top of the more elaborate stretcher 
to be taken off with the patient by the use of poles on arrival at the hospital. 
This could be facilitated by providing at the hospital a suitable trolley, etc., on 
which to place the patient. 

104. We noted that the Ministry of Health circulars on ambulance equip- 
ment and training had not been revised since 1951, and suggest that this should 
be done with the above points in mind. 

105. Regional Hospital Boards should consult ambulance authorities on 
their proposed designation of hospitals as accident and emergency units. 
Ambulance authorities can supply much helpful information on such matters 
as the population to be served by each centre, the numbers of industrial and 
traffic accidents and the accessibility of the centre from the surrounding area. 
They should also be consulted on the design of the approaches to accident 
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departments, and of course on the day to day working of the ambulance service. 
The use of helicopters in a few exceptional cases as an alternative to ambulances 
is another matter on which close consultation between hospital and ambulance 
authorities will be required. 



106. There should be an ambulance control sub-centre in major hospital 
centres, preferably in or close to the accident unit. More use should be made of 
radio-telephony direct from the scene of the accident to the accident unit to 
give advance warning of the number and type of injured persons so that prepara- 
tions can be made to receive them. This could give ambulance staff an oppor- 
tunity to speak direct to the doctor. When the casualties reach hospital the 
ambulance staff should again be given the opportunity of reporting direct to a 
medical officer, who will often be able to get from them useful information on 
the cause of injuries and the condition of the patient before arrival at the hospital 
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SUMMARY OF PRINCIPAL RECOMMENDATIONS 

1. Hospitals should do all they can to co-operate in the researches being 
carried out into the best methods of preventing road accidents (Paragraph 10). 

2. The word “casualty” should be abandoned as the description of any 
type of hospital service, department, officer or patient. What is now known as 
the casualty service should be called the “Accident and Emergency Service”, 
and corresponding changes should be made in the description of casualty 
departments, casualty officers and casualty patients (Paragraphs 58 — 62). 

3. An accident and emergency department should include a reception 
unit for all undiagnosed emergency cases (Paragraph 63). 

4. The department should be designed to allow patients to be brought in 
direct from the street, seen at once and treated by an experienced doctor or 
passed on without delay for the appropriate treatment. This means having 
separate entrances for stretcher cases, with easy access for ambulances, and 
walking cases, with a reception area immediately adjacent to the accident and 
emergency department (Paragraph 64). 

5. Patients returning for further treatment should not enter through the 
reception area, but should go direct to the appropriate clinic (Paragraph 64). 

6. Many of the present departments are in extremely unsatisfactory build- 
ings, and much building will be required to accommodate properly even the 
reduced number of accident and emergency units that we propose (Paragraph 64). 

7. We have not made detailed recommendations on the design of a unit, but 
endorse the general principles to be set out in the forthcoming Hospital Building 
Note of the Ministry of Health, which will take account of the comments we 
made on drafts of it (Paragraph 64). 

8. Without prejudice to the department’s primary function of treating acci- 
dent and emergency cases, some separate provision must be made, at least for 
the time being, for patients with minor non-traumatic conditions, particularly 
in the larger cities and in holiday resorts. The important thing is to ensure that 
these patients do not interfere with the treatment of serious emergency cases 
(Paragraph 65). 

9. Accident and emergency units can help to prevent injuries by giving 
information to outside bodies. This will involve producing analyses of cases 
treated by the unit, if possible using a standard record form. The responsibility 
for seeing that comprehensive and accurate clinical records are kept should lie 
with the consultant in charge of the unit (Paragraph 66). 

10. All injured patients requiring hospital treatment should be taken direct 
to accident and emergency units staffed and equipped to deal immediately with 
major injuries and other emergency cases at any time of the day or night. Much 
education of the public and consultation with representatives of general 
practitioners and ambulance authorities will be needed before it is generally 
accepted that a patient in urgent need of treatment should not be taken to the 
nearest hospital if it has not a unit of this kind (Paragraph 67). 
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11. An accident and emergency unit should have at least 50 accident beds 
(Paragraph 68). 

12. Some hospitals not designated as accident and emergency centres should 
provide for the treatment of minor injuries, and may also be able to receive 
patients after their primary treatment at the accident and emergency centre. 
Their work should be supervised by the consultants at the major centre 
(Paragraph 69). 

13. A ratio of between 30 and 35 accident beds per 100,000 population 
should be used for planning, provided that these beds are supplemented by an 
adequate number of associated geriatric beds. More beds for males than females 
are required, but the planning of units should allow beds to be used for either 
sex (Paragraph 71). 

14. A unit of the minimum size suggested, 30 beds, would serve a population 
of some 150,000, and there are very few areas where distances are so great and 
transport so difficult that a single unit could not provide an efficient service for 
such a population (Paragraph 73). 

15. We do not favour special accident hospitals, because it is better for acci- 
dent patients to have available to them the full range of services provided at a 
general hospital (Paragraph 74). 

61. The 30—35 beds recommended per 100,000 population should include 
special accident beds in the proportions of 10 beds for neurosurgery, 5 for 
plastic surgery and 5 for thoracic surgery per million population. (Paragraph 75). 

17. Where an accident and emergency unit is at a hospital with no psychia- 
tric unit psychiatrists from other hospitals should be available quickly for 
consultation, and it should be possible to admit patients requiring in-patient 
psychiatric treatment or observation (Paragraph 76). 

18. Co-ordination of the accident units should be a function of the Regional 
Hospital Boards and not of the hospitals at which the special centres for neuro- 
surgery, plastic surgery etc. are located (Paragraph 77). 

19. These special centres should accept patients after they have been given 
immediate treatment at the accident unit. Where a patient cannot be transferred 
to the special centre consultants from it could attend the accident unit or give 
advice over the telephone (Paragraph 77). 

20. Specialised apparatus requiring a well-trained team to operate it, such as 
the artificial kidney, could conveniently be in the same hospital as a major 
accident centre (Paragraph 78). 

21. Certain of the major accident and emergency centres should be designated 
as burns centres for children and for adults (Paragraph 79). 

22. The special orthopaedic hospitals and special centres, such as those for 
paraplegics and plastic surgery, have an important contribution to make to the 
care of the injured (Paragraph 80). 

^ 23. There should be close and continuous co-operation between the hos- 
pital service and all outside agencies concerned with the resettlement and training 
of the injured (Paragraph 81). 
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24. Junior medical staff should be instructed to seek advice from a con- 
sultant on the treatment of patients with major injuries (Paragraph 82). 

25. The flow of minor cases should be reduced by providing an adequate 
general practitioner service at all times (Paragraph 85). 

26. The junior medical staff should be adequately supervised by consultants 
(Paragraph 87). 

27. A consultant orthopaedic surgeon should normally be in administrative 
charge of the accident and emergency unit. His duties should include arrang- 
ing the daily rotas of medical staff, maintaining liaison with other specialist 
services and supervising the keeping of clinical records (Paragraph 89). 

28. Supervision should be specifically mentioned in the consultants’ con- 
tracts, which should include an allowance for the cover given at night and at the 
week-end. An accident and emergency unit should have at least three consultant 
surgeons, each giving a substantial part of his time to this work. Similarly 
the special centres for neurosurgery, plastic and thoracic surgery should cover 
an area large enough to warrant the employment of three consultants (Paragraph 
90). 

29. Dental surgeons will be needed in proportion to the number of jaw and 
dental injuries (Paragraph 90). 

30. Below the consultants there should be three officers of intermediate 
grade and an adequate number of senior house officers (Paragraph 90). 

31. Rotation of staff between accident and general surgical work is valuable, 
particularly at registrar level (Paragraph 90). 

32. The introduction of the “medical assistant” grade should allow accident 
and emergency units and hospitals receiving minor injuries to be staffed by 
experienced officers (Paragrapn 90). 

33. The primary task of general practitioners, so far as this service is con- 
cerned, is to deal with minor accidents and emergencies at any time of the 
day or’ night. Where they serve on a sessional basis as part-time medical assist- 
ants in an accident and emergency department the sessions should if possible 
be shared on a rota covering evenings and weekends as well as normal working 
hours. The presence of a general practitioner in a “casualty” department often 
leads to a striking reduction in the number of patients who attend the depart- 
ment for minor conditions which could have been treated by their own doctor 
(Paragraph 91). 

34. In rural areas general practitioners carry a much greater share of 
responsibility for the accident services. In remote areas cottage hospitals may 
have to give first aid treatment to major injuries and deal with minor ones. An 
effective rota of general practitioners able to attend at short notice is therefore 
required, and these peripheral units should be properly supervised by consultants 
from the accident unit (Paragraph 92). 

35. Medical students should make an intensive study of trauma for, if 
possible, three months (Paragraph 93). 
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36. At least six months of training of all surgeons should be in an accident 
and emergency unit, and hospitals should make rotating appointments at 
registrar level for two years, giving experience in many types of surgery. It might 
be possible to improve the training of general practitioners in the treatment 
of trauma, for example by refresher courses. All surgical senior registrars 
should participate in the work of accident and emergency units by short periods 
of duty or longer periods in rotation (Paragraph 94). 

37. A consultant anaesthetist, radiologist and pathologist sliould be respon- 
sible for organising the services in his specialty, to give adequate support to the 
accident and emergency service at all times. At least two consultant anaesthetists 
should be available for accident and emergency work (Paragraph 95). 

38. There should be an adequate nursing, radiographic, secretarial, clerical, 
reception, portering and other ancillary staff. In a large department a lay officer 
of suitable seniority should be responsible for organising the non-professional 
work of the unit (Paragraph 95). 

39. Training and equipment should be improved throughout the ambulance 
service to bring standards up to those of the best authorities (Paragraph 100). 

40. Ambulance staff should receive part of their post-entry training in 
hospital, and ambulance authorities should co-operate with each other in 
joint courses of training, using reasonably standardised syllabuse.s (Paragraph 
101 ). 

41. Clear instructions on the disposal of cases should be given to ambulance 
staff, by agreement between the hospital and ambulance authorities (Paragraph 
102 ). 

42. Hospital authorities should make every effort to reduce delay.s by 
ambulances at hospitals (Paragraph 103). 

43. The Ministry of Health circulars on ambulance equipment and training 
should be revised (Paragaph 104). 

44. Regional Hospital Boards should consult ambulance authorities on the 
designation of accident and emergency units, the design of the approaches to 
them, the day to day working of the ambulance service and the exceptional use 
of helicopters instead of ambulances (Paragraph 105). 

45. There should be an ambulance control sub-centre in major hospital 
centres, preferably in or close to the accident unit. More use should be made 
of radio-telephony from the scene of an accident to the accident unit (Para- 
graph 106). 
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APPENDIX I 



List of Bodies and Persons submitting Written Evidence 

Association of Hospital Management Committees. 

Association of Industrial Medical Officers. 

Association of Municipal Corporations. 

British Association of Physical Medicine. 

British Association of Plastic Surgeons. 

College of General Practitioners. 

County Councils Association. 

Executive Councils Association. 

Faculty of Radiologists. 

Institute of Certified Ambulance Personnel. 

Air Commodore R. C. Jackson, M.R.C.S., F.R.C.P.E., Royal Air Force. 
Leeds Regional Hospital Board. 

National Association of Ambulance Officers. 

Newcastle Regional Hospital Board. 

North West Metropolitan Regional Hospital Board. 

Royal College of Nursing. 

Royal Medico-Psychological Association. 

South East Metropolitan Regional Hospital Board. 

Sheffield Regional Hospital Board. 

Society of Medical Officers of Health. 

Teaching Hospitals Association. 



44 



Printed image digitised by the University of Southampton Library Digitisation Unit 



APPENDIX II 

Survey of the work of “casualty” departments in hospitals 
in England and Wales in the week 24th to 31st October, 1960 
Scope and statistical tables 

The survey was conducted as a result of our request for information about 
the nature of the work done in existing hospital “casualty” departments. It was 
designed to cover the work done in all National Health Service hospitals of 
England and Wales in the week 24th to 31st October, 1960. In the case of two 
hospitals a November week was accepted in lieu of the survey week. 

The survey was designed to give information about new patients at their 
first attendance in the following classifications ; — 

(а) Age and sex of patient 

(б) Source of case : 

General Practitioner 
Own volition 
Accident — ambulance 
Accident — other transport 
Other 

(c) Condition for which treatment was sought: 

Multiple injuries 

Bruise 

Sprain 

Fracture 

Dislocation 

Wound 

Burn 

Sepsis 

Foreign body; E.N.T. 

Eye 

Other 

Dental 

Obst./Gynae. 

Psychiatric 
Other surgical 
Other medical 
No abnormality detected 

((/) Disposal of case : 

No further treatment required 
Own hospital — further treatment in casualty 
to out-patient department 
to in-patient department 
To another hospital 
To works or factory surgery 
To general practitioner 
Other 
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(e) Patient seen in hospital by : 

House Officer 
S.H.O. 

J.H.M.O. 

Registrar 

Senior Registrar 

S.H.M.O./S.C.O.S.H.D.O. 

Consultant 
General Practitioner 

If no doctor : 

Registered nurse 
Enrolled assistant nurse 
Student nurse 
Pupil assistant nurse 
Other 

No enquiry was made into the nature of accidents (e.g. home, industrial, 
traffic), or of treatment given. 

The hospitals taking part also recorded the total number of patients attend- 
ing the “casualty” department, including patients attending for further treatment 
of a given condition, as prescribed on a previous visit to the department. 

The survey forms were sent to those Hospital Management Committees and 
Boards of Governors whose annual returns to the Ministry for 1959 showed any 
“casualty” department work; and these Committees and Boards were requested 
to arrange for the completion of the forms in each hospital in their group which 
had a “casualty” department. The Public Dispensary and Hospital, Leeds 
(which is classed as a clinic in the Ministry classification), the Croydon Eye 
Unit and the Nuffield Diagnostic Centre at Corby were also included. 

Altogether 896 hospitals (including the three units referred to above) were 
circularised for the enquiry and replies were received from them all, but a num- 
ber which treated only an occasional casualty were reported to have no “casualty” 
department and were omitted from the analysis. A further number reported 
having a “casualty” department but seeing no new patients in it in the survey 
week. Records of new patients were received from 789 hospitals and the tables 
which follow represent an analysis of these hospitals and of the patients seen 
in their “casualty” departments. 

In so far as new patients were concerned (i.e. those attending the “casualty” 
department for the first time with a given condition), the survey record was 
confined to those whose reception and disposal were the responsibility of the 
“casualty” department. It was designed to cover emergency admissions only 
if these were arranged through the “casualty” department and were seen by a 
doctor in that department. Patients booked in through a “casualty” department, 
whose admission to hospital had been arranged elsewhere, were to be excluded 
but it is possible that a few hospitals have inadvertently included such patients. 

46 

Printed image digitised by the University of Southampton Library Digitisation Unit 



Number of new patients : Analysis by diagnostic class and source 
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Number of new patients: Analysis by age, sex and source 
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Number of new i«tieots : Analysis by group of diagnostic classes, disposal and source 
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Number of new patients: Analysis by group of diagnostic classes, grade of 
staff seeing patients at the “ casualty ” department and source 
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Manchester Royal Infirmary, Ancoats, Salford Royal. 

Newcastle Royal Victoria Infirmary, General hospital. 

Liverpool Royal Infirmary, Royal Southern, David Lewis Northern, 
Leeds General Infirmary, St. Jama’s. 
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Percentage distributions 
by age of patient 
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65 and 
over 
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Sex 




Diagnosis 

1 


Description 


Skull fracture 

Cerebral laceration and contusion; other and 
unspecified intracranial haemorrhage following 
injury 

Concussion 

Other head injuries 

Fracture and dislocation of vertebral column ... 

Fracture of rib(s), sternum and larynx 

Fracture of neck of femur 

Fracture of other and unspecified parts of femur 

Fractures not specified above 

Bums 

Effects of poisons — ^barbituric acid and deriva- 
tives 

Effects of poisons — other 




ICD numbers 
(N codes) 


800-804 
853, 855 

852 

850, 851. 854, 856 
805, 806 
807 
820 
821 

808-819, 822-829 

940-949 

971 

960-970, 972-979 
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